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F 000 | INITIAL COMMENTS F 000
|
Surveyor: 32332 !
A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
Long Term Care facilities, was conducted from
3/23/21 through 3/25/21. Good Samaritan Society
Scotland was found in compliance.
|
|
|
|
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
435095 B. WING 03/25/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
130 6TH STREET
GOOD SAMARITAN SOCIETY SCOTLAND
SCOTLAND, SD 57059
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I.
E 000 | Initial Comments E 000
Surveyor; 32332
A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Care Facilities, was conducted from 3/23/21
through 3/25/21. Good Samaritan Society
Scotland was found in compliance.
l |
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435095 B. WING 03/25/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GOOD SAMARITAN SOCIETY SCOTLAND 130 6TH STREET
SCOTLAND, SD 57059
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION 5)
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Surveyor: 40506
A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 3/25/21. Good
Samaritan Society Scotland was found in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
10675 B. WING 03/25/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
130 6TH ST
GOOD SAMARITAN SOCIETY SCOTLAND
N SCOTLAND, SD 57059
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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| DEFICIENCY)
|
S 000] Compliance/Noncompliance Statement $ 000
|
Surveyor: 32332
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
3/23/21 through 3/25/21. Good Samaritan Society
Scotland was found in compliance.
S 000| Compliance/Noncompliance Statement S 000
Surveyor; 32332
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 3/23/21
through 3/25/21. Good Samaritan Society
Scotland was found in compliance.
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